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Abstract
This image showed tension pneumopericardium caused by removing the pericardiocentesis
catheter, which was inserted to drain malignant pericardial effusion. Tension pneumopericar-
dium is a rare and potentially fatal event. Mortality from tension pneumopericardium can be
as high as 50%. Therefore, it is important to suspect and detect early, if the patient complained
of dyspnea after removing the pericardiocentesis drainage catheter. (Cardiol J 2009; 16, 5: 477–478)
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A 44 year-old female patient diagnosed with
advanced gastric cancer with multiple metastases
was admitted to our hospital with shortness of
breath which had lasted for two months. Chest
X-ray revealed cardiomegaly and electrocardiogram
showed sinus tarchycardia (100 bpm) with low volt-
age QRS complex. A two-dimensional (2D) echocar-
diogram showed large amount of malignant pericar-
dial effusion (4.7 cm at apical view) and Doppler
findings revealed with tamponade physiology. So,
emergency pericardiocentesis was performed with-
out complication. After 12 days, we removed the
drainage catheter, because the amount of pericar-
dial fluid was decreased and symptoms were re-
lieved. After ten hours, the patient suddenly deve-
loped dyspnea and her systolic blood pressure fell
below 70 mm Hg. At that time, chest X-ray revealed
that two obvious radiolucent areas along heart bor-
ders suggesting pneumopericardium (Fig. 1). Com-
puterized tomography showed that the bilateral air
space in the pericardium sac implicated pneu-
mopericardium (Fig. 2). Besides, she had tampon-
ade resulting from the progressive accumulation of
Figure 1. The chest X-ray showed two obvious radiolu-
cent areas (arrow and arrow head) along both heart
borders, suggesting accumulation of air in pericardium
space (pneumopericardium). The catheter in this pic-
ture was placed in the pleural space to remove malig-
nant pleural effusion.
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air with uncorrectable hypotension along atrial
fibrillation. So, we decided to do emergency window
formation and inserted tube 17 Fr to remove air
within pericardium sac. Even though the pneu-
mopericardium was relieved, she died from rapidly
developing acute respiratory distress syndrome.
Figure 2. Computerized tomography showed pneu-
mopericardium (arrow) but no pneumothorax. The in-
terlobular septal thickening and bronchovascular bun-
dle thickening implicated lymphangitic metastasis.
To the best of our knowledge, there have been
few reports of pneumopericardium after removing
pericardiocentesis catheter. Some reports show
pneumopericardium was related to procedures such
as endomyocardial biopsy, lung transplantation,
pacemaker placement, chest crushing, blunting
trauma and mechanical ventilation, etc. The cause
of pneumopericardium has been thought the forma-
tion of broncho-pericardial fistula [1]. But we cannot
know the exact cause of pneumopericardium in this
patient. Mortality from tension pneumopericardium
is about 50% [2]. Therefore, it is necessary to consid-
er pneumopericardium in patients complaining of dys-
pnea and hypotension after removing their catheter.
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